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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part,
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
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resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

2) All treatments and procedures shall be
administered as ordered by the physician.

5) A regular program to prevent and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basis so that a resident who
enters the facility without pressure sores does not
develop pressure sores unless the individual's
clinical condition demonstrates that the pressure
sores were unavoidable. A resident having
pressure sores shall receive treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

These requirements were not met as evidenced
by:

Based on interview, observation and record
review the facility failed to prevent a pressure
ulcer, failed to promote the healing of an existing
pressure ulcer, and failed to provide pressure
ulcer treatment as ordered for 1 of 3 residents
(R2) reviewed for skin breakdown in the sample
of 5. This failure resuited in R2 developing a
stage 3 pressure ulcer to her cocoyx.

Finding include:

R2's Physician Order dated 08/20/21 documents
adiagnosis of pressure ulcer of sacral region,

stage 3.
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R2's Physician Order dated 03/13/22 documents,
"Cleanse right buttocks wound with normal saline,
cover with alginate pad, cover with bordered foam
dressing, change daily and as needed.”

R2's Minimum Data Set (MDS) dated 03/14/22
documents R2 has no cognitive impairment,
requires extensive assistance of two plus persons
for bed mobility, totally dependent on two plus
persons for transfer, requires extensive
assistance of one-person for locomotion on unit,
dressing, and personal hygiene, is totally
dependent on one-person for locomotion off unit
and toilet use, requires supervision with setup
help only for eating, requires physical help in part
of bathing activity of one-person, and uses
wheelchair for mobility. R2's MDS also
documents R2 is always incontinent of bladder
and bowel. R2 has one stage 2 pressure ulcer
and one stage 3 pressure uicer.

R2's January 2022 Treatment Administration
Record (TAR) has no documentation wound care
was provided on 01/05/22, 01/07/22, and
01/111/22.

R2's February 2022 TAR has no documentation
wound care was provided on 02/05/22, 02/14/22,
02/15/22, 02/16/22, 02/17/22, 02/18/22, 02/21/22,
or02/23/22.

R2's March 2022 TAR has no documentation
wound care was provided on 03/01/22, 03/05/22,
03/09/22, 03/12/22, 03/13/22, 03/19/22, 03/20/22,
03/21/22, 03/24/22, or 03/27/22.

R2's Aprit 2022 TAR has no documentation
wound care was provided on 04/02/22, 04/07/22,
04/09/22, 04/16/22, or 04/29/22.

(X4) I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xs)
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
$9999 | Continued From page 2 $9999

[finols Department of Public Heaith

STATE FORM

EDO611

If continuation sheet 3of 8


















